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Intraoperative transfusion requirements were 3 to 28 units
(median, 8 units). One patient died (6.2%) secondary to
iliac vein injury during repair of ruptured AAA.
Conclusions: Major venous injury is more common
during repair of ruptured AAA and redo AFG. Following
repair of iliac/femoral vein injury, 44% of surviving patients
developed iliofemoral venous thrombosis.
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Objectives: Vascular injuries in the pediatric popu-
lation have historically been managed with open surgical
repair (OR), though the use of endovascular techniques
(EV) has become more common. This study is among
the ﬁrst to compare the outcomes of OR and EV
modalities in the management of pediatric vascular
trauma.
Methods: A retrospective review was performed of all
pediatric patients (age < 18 years) treated over a 9-year
study period at an urban trauma center for vascular injury.
Patients with iatrogenic or isolated intracranial injuries
were excluded.
Results: During the study period, 60 patients suffered
a total of 80 traumatic vascular injuries. Though most
patients were treated with OR (84%), a signiﬁcant number
were managed with EV (16%). Mechanism, age, injury
severity score, anatomic region of injury and time to inter-
vention were comparable between groups. Females,
however, were more likely to undergo EV than males
(56% vs 17%; P ¼ .02). This difference could not be attrib-
uted to injury severity. EV modalities used included embo-
lization (77%); stent (15%) or stent-graft (8%) placement.
There were no stents placed in patients under 13 years
old. After an average follow-up of 6-weeks, analysis
revealed no statistically signiﬁcant differences in amputa-
tion rate or mortality between OR and EV, but patients
treated with EV were signiﬁcantly more likely to require
reintervention (38% vs 7%; P ¼ .01).
Conclusions: Though the mortality and limb salvage
rates between operative and endovascular management of
pediatric trauma were comparable, EV treated patients
were more likely to require reintervention. EV was also
more likely to be chosen as the initial approach in female
patients. In properly selected patients, EV modalities can
have similar early outcomes to OR in the management of
pediatric vascular trauma. Further study is needed to deter-
mine any long-term disparity in outcomes.
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Objectives: Venous thromboembolism (VTE)
remains a major cause of postoperative morbidity and
mortality. Oversight agencies publicly report hospital
performance on VTE process of care (SCIP-VTE 1
and 2: prophylaxis order and administration) and outcome
metrics (risk-adjusted PSI-12 VTE rate). Our objective was
to exam the association between hospital structural charac-
teristics and these measures.
Methods: Hospital PSI-12 and SCIP-VTE data from
the CMSHospital Compare programwere linked with Amer-
icanHospital Association data, which contains information on
hospital characteristics. The association between structural
factors (hospital size, accreditations, participation in quality
improvement initiatives) and PSI-12 and composite SCIP-
VTE1/2 performancewas examined. Bivariate andmultivari-
able comparisons focused on hospitals designated as “worse
thannational rate” for PSI-12 and those in the bottomquartile
for SCIP-VTE 1/2 performance.
Results: Hospital performance on SCIP-VTE-1 and
SCIP-VTE-2 process measures was highly correlated:
93.3% (P < .001). However, composite SCIP VTE 1/2
performance was only very weakly correlated with PSI-12
VTE outcomes: 4.9% (P ¼ .009). Hospitals in the bottom
quartile for SCIP-VTE were less likely to be large hospitals
($300 beds), disseminate quality reports, participate in
ACS NSQIP, and have accredited programs (JCAHO,
ACGME, Commission on Cancer, Level 1 Trauma, burn,
and transplant). Interestingly, hospitals designated with
a “worse than national rate” for PSI-12 were more likely
to have these structural factors. As the number of accredita-
tions or quality participations increased, adherence to SCIP-
VTE increased but PSI-12 performance worsened.
Conclusions: Increased adherence to VTE process
measures was not associated with better VTE outcome.
Large hospitals with more accreditations, which are typi-
cally associated with better outcomes, were instead more
likely to have higher VTE rates despite having better adher-
ence to SCIP-VTE process measures.
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Objectives: To assess trends over a decade in utiliza-
tion of Inferior Vena Cava (IVC) ﬁlters in the U.S by indi-
cation, hospital and patient demographics.
Methods: Retrospective cross-sectional study utilizing
the Nationwide Inpatient Sample Database, 2000-2009.
IVC ﬁlter placement was identiﬁed with ICD-9 codes.
Survey-weighting, bivariate and multivariate analysis was
performed.
Results: The number of IVC ﬁlters placed in the US
increased by 234% over a decade, from 56,380 in 2000
to 132,049 in 2009 (Fig). 84.7% of patients had a PE
or DVT. 94.6% of IVC ﬁlters were placed in urban
hospitals. The largest number of IVC ﬁlters was placed
in the South, followed by the Northeast, Midwest, and
Western regions (38.7%, 25.8%, 22.4%, and 13%, respec-
tively). Adjusting for other patient and hospital factors,
independent predictors of IVC ﬁlter placement were
year, hospital size, location, teaching status, patient age
group 50-79 years, insurance status, and urgency of
admission.
Conclusions: The use of IVC ﬁlters has dramatically
increased over the last decade in the USA, with the
largest utilization of ﬁlters among patients aged 50-79
years, Medicare recipients and the Southern region of
the US. The majority of patients receiving IVC ﬁlters
have an appropriate indication (PE or DVT). Future
studies are required to understand differences inFig.utilization and to optimize selection of patients for IVC
ﬁlter placement.
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Objectives: This study aims to retrospectively validate
a VTE risk score, and compare with physician entered
scores in a previously unstudied high risk cohort: the criti-
cally ill.
Methods: VTE risk factors from the ACCP guide-
lines via Caprini risk scoring and events were identi-
ﬁed for 4,856 patients admitted to our Surgical
Intensive Care Unit from 2007 to 2012, of which
the majority had both clinician-entered VTE and
retrospectively calculated scores. Logistic regression
was used to calculate odds ratio for each level of
VTE risk.
